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The material on which this paper is based con- 
sists of all the deaths registered in the State of 
Rhode Island from January 1, 1931 to December 
31, 1935 and assigned to the group of conditions 
140 to 150 inclusive according to the International 
List. This includes all deaths caused by pregnancy 
or complications of pregnancy. During 1935, 1934, 
and the latter part of 1933 all cases in which a men- 
tion of pregnancy was made were also investigated 
and a number of cases which seemed undoubtedly 
related to the pregnancy were included in the study. 
Copies of the death returns were received from the 
Bureau of Vital Statistics. In every case hospital 
records were consulted and, when the death oc- 
curred in a home, the attending physician was inter- 
viewed. When the diagnosis was in doubt, previ- 
ously attending physicians and former hospital 
records were consulted. 

Maternal mortality is a very complicated subject. 
The Committee is fully aware that its conclusions 
must, from the nature of the subject, lack the 
authority of a mathematical demonstration or a 
controlled laboratory experiment. It has had to rely 
on case histories obtained from hospitals and from 
a large number of private physicians. These his- 
tories have not always been complete or entirely 
reliable. It has been compelled to sit in judgment 
not only on the reliability of the evidence before it 
but also upon the judgment and skill exhibited in 
cases of which the members of the Committee had 
no personal knowledge. Though keenly aware of 
their fallibility and of the inconclusiveness of some 
of the evidence before them they are impelled to 
make certain broad generalizations, by two consid- 
erations. 


Report of the Committee on Maternal Mortality. 

Read before the Rhode Island Medical Society, at the 
One Hundred and Twenty-seventh Annual Meeting, Provi- 
dence, June 1-2, 1938, 


First is the fact that in an all too large percentage 
of deaths there was evident neglect on the part of 
the patient or the accoucheur or the death was due 
to plainly evident mismanagement, through lack of 
training, skill or experience in obstetrical cases, on 
the part of the doctor in charge of the case. The 
conclusions which are set forth in the paper are 
based on these evident cases of neglect or mis- 
management. 

The second consideration is the belief that unless 
we attempt to draw conclusions from studies of 
maternal mortality statistics we must abandon all 
hope of improving our maternal mortality rate. It 
is only by knowing the causes of death and the 
errors that lead to the fatal outcome in avoidable 
cases that the toll of unnecessary deaths can be 
reduced. While the number of cases in this series 
is not sufficiently large to furnish percentage data 
of great statistical value and a complete knowledge 
of all the modifying factors may be lacking we 
believe we are justified in reviewing the facts and 
figures brought out by the survey and bringing in 
a verdict on the weight of the evidence before us. 
This procedure is one which must be followed not 
only in a study of ptierperal deaths but in almost 
every other branch of the healing art. If we were 
compelled to wait for absolute proof of theories as 
to the causes of disease or of the efficacy of new 
methods of treatment, before accepting them as a 
working basis for treatment, progress in medicine 
would indeed be slow. 


Taken in its broadest sense, a maternal or puer- 
peral death is a death occurring during pregnancy 
or the puerperium. In this definition the puerperium 
must be taken to include not only the six weeks of 
the normal puerperium but whatever period elapsed 
between the delivery and the death of the patient 
from obstetrical causes, whether that period be six 
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weeks or six months. While we have tried to review 
every case in which the death returns stated that the 
patient was or had recently been pregnant at the 
time of her death, no doubt some cases have escaped 
us, but we believe that these are not numerous 
enough to affect our conclusions. 

Two hundred ninety-four cases have been re- 
viewed. We have classified these cases under six 
headings: (1) Abortions. (2) Non-obstetrical 
deaths. (3) Cases in which pregnancy was a con- 
tributory cause. (4) Cases in which there was some 
doubt as to the part played by the pregnancy. 
(5) An unclassified group in which there were no 
reliable data from which any even reasonable con- 
clusion could be drawn. (6) Obstetrical deaths, 
including all deaths due primarily to the pregnant 
state or secondarily to the mismanagement of preg- 
nancy or labor. 

Abortions 

There were fifty-two deaths from abortion with 
sepsis and nine deaths the returns for which made 
no mention of sepsis. Based on their clinical experi- 
ence in private practice it is the belief of most, 
if not all, obstetricians of wide experience that 
deaths from spontaneous abortion are extremely 
rare. It is safe to assume that the great majority 
of these deaths followed self-induced or criminal 
abortions and strictly speaking are not obstetrical 
deaths at all but are deaths resulting from trauma 
or the ingestion of drugs. They comprise over 
twenty percent of all the deaths. If women could 
be impressed with the danger of induced abortion 
and the deaths from this cause be eliminated, puer- 
peral deaths could be reduced by nearly twenty 
percent. The weight of authority seems to be that 
the resort to artificial emptying of a uterus already 
septic should be avoided except for the control of 
dangerous hemorrhage and that if the uterus must 
be emptied the finger and never the curette should 
be employed. Disregard of this rule seems to have 
been a contributing cause in some of the fatal cases 
of septic abortion. 

Non-obstetrical Deaths 

This group comprises those deaths resulting 
from pre-existing or intercurrent disease in which 
there were no obstetrical complications and preg- 
nancy had no direct bearing on the fatal outcome. 
It also included cases which were classified at the 
State House as puerperal though we could find no 
evidence that the patient had been pregnant. One 
resulted from the insertion of bichloride tablets into 
the vagina in an attempt to produce an abortion by 











a patient who, autopsy showed, was not pregnant. 
Other cases included deaths from advanced tuber- 
culosis, appendicitis, pneumonia, chronic heart dis- 
ease, subacute bacterial endocarditis. Twenty-seven 
cases were classified under this heading. 

We have laid down the rule that the death is 
non-obstetrical if there is a history of pre-existing 
chronic disease of a fatal character and no obstetri- 
cal complications arose, such as difficult or abnormal 
labor, hypertension, bleeding or similar obstetrical 
conditions. If acute intercurrent diseases developed 
before the onset of labor in patients whose pregnancy 
had previously been normal or after a labor which 
had been normal and no obstetrical complications 
developed at any time during or after labor, these 
cases have been classified as non-obstetrical. While 
some, such as poisoning cases, present no obstetri- 
cal problems the majority of them require thorough 
study by the obstetrician in order that he may be 
prepared to give sound advice as to the management 
of the pregnancy and labor as a complication of the 
medical or surgical problem presented. As preg- 
nancy per se has a direct influence on a pre-existing 
chronic nephritis or hypertension and it is often 
impossible to rule out a super-imposed toxaemia 
as a determining factor in the fatality, these cases 
have been classified under other headings unless 
they occurred very early in pregnancy. Of the 
twenty-seven cases classified as non-obstetrical 
there are some deaths which we believe might have 
been avoided if the importance of pregnancy as a 
complication of the pre-existing or intercurrent 
disease had been fully realized and adequate treat- 
ment given. Diabetes, chronic nephritis, essential 
hypertension, and above all heart disease, are out- 
standing examples of pre-existing diseases which 
demand most careful treatment during pregnancy. 


Pregnancy as a Contributing Cause of Death 

Under this heading have been classified cases in 
which the normal strain of pregnancy on the heart, 
kidney and liver was a factor in the fatal outcome. 
They include cases of chronic nephritis, pre-exist- 
ing hypertension, and heart disease. It is in this 
type of case that the management of pregnancy is 
of the utmost importance. They cannot be success- 
fully managed unless the pre-existing disease 1s 
treated from the very beginning of pregnancy. The 
responsibility of impressing upon their patients 
whom they know to be handicapped by some of- 
ganic disease, the importance of placing themselves 
immediately in competent hands if they become 
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pregnant, rests with the family doctor. Previously 
unsuspected organic disease cannot be treated until 
it is discovered. It can be discovered early in preg- 
nancy only if every patient presents herself for ad- 
vice and management as soon as she suspects that 
she is pregnant and then only if the physician makes 
a complete examination at her first visit or as soon 
thereafter as it is possible. There were four deaths 
under this heading. 
Doubtful and Unclassified 

Under this heading have been placed cases which 
for various reasons could not be definitely grouped 
under any of the other headings. From these cases 
we were unable to draw any conclusions. They re- 
quire no further discussion. 

Our attempt to classify these death returns has 
convinced your Committee that as a basis for com- 
paring the quality of obstetrical care which puer- 
peral women receive in various countries and states, 
vital statistics are unreliable because 

(a) The death returns are not infrequently in- 
complete and carelessly made, 

(b) It is impossible from the data available for 
the recording official to check the accuracy of the 
diagnosis, 

(c) Rigidity in the-rules for classification some- 
times result in manifest absurdities, and 

(d) Honest preconceptions and prejudices on the 
part of the recording officers probably determine 
whether a death shall be classified as puerperal or 
non-puerperal in cases in which the evidence is not 
clear. We suspect that the drop in the maternal 
mortality rate in this state since this survey was 
initiated may be due in part to the greater care with 
which the death returns have been scrutinized. 

Obstetrical Deaths 

140-141. Abortions account for about twenty per- 
cent of the deaths in this series. Most of them were 
undoubtedly self-induced or criminal. The medical 
profession can reduce the number of these deaths in 
two ways :—first, by impressing on the patients the 
danger to health and life of any induced abortion 
and, second, by more conservative treatment of 
cases already septic. Some of these cases were prob- 
ably spontaneous and died from sepsis or hemor- 
thage, the result of neglect or mismanagement. 
142. Twelve patients died of ectopic gestation. In 
one case the diagnosis was made at autopsy. Suc- 
céss in the treatment of this condition depends on 
tarly diagnosis and prompt operation. It is probable 
that some lives might have been saved by earlier 
diagnosis and by transfusion. 
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144a Placenta praevia. There were eight deaths 
from this cause. Of all the causes of maternal 
deaths, placenta praevia is perhaps the most appall- 
ing and in no condition is the time element more 
important. The first hemorrhage occurs without 
warning, usually in the home, perhaps back in the 
country far removed from a hospital. What course 
should the physician follow when confronted by 
this grave emergency? The immediate causes of 
death in this series indicate what course in general 
should be followed :—hemorrhage in three cases, 
shock and hemorrhage in one case, sepsis in three 
cases and ruptured uterus in one case. There was 
one patient who died from a massive gastric hemor- 
rhage after a successful Caesarian section. The 
immediate cause of death was the gastric hemor- 
rhage, but pregnancy was a contributory cause as 
the patient was unable to cope with the gastric 
hemorrhage because she was already profoundly 
anaemic from the bleeding incident to her placenta 
praevia. In every case of death from hemorrhage 
the patient was delivered by some form of mechani- 
cal dilatation of the cervix followed by version and 
extraction. Mechanical dilatation of the*friable cer- 
vix and lower uterine segment almost always results 
in deep tears and consequent profuse post-partum 
hemorrhage. The effort to control bleeding resulted 
only in increased hemorrhage. The first bleeding in 
placenta praevia is seldom fatal. Only in a hospital 
can dangerous bleeding be efficiently combatted. 
The indication then is to send the patient to a hos- 
pital on the first appearance of bleeding. It is not 
necessary to make a differential diagnosis. Bleeding 
is diasnosis enough. 

Sepsis was the cause of death in three of these 
cases. In one case the sepsis followed Caesarian 
section after the patient had been packed twice. In 
the face of bleeding it is a great temptation to pack 
the vagina hut to do so effectively and aseptically 
is next to imp%ssible in the home. 

When confronted with bleeding there is no safe 
road which the physician can follow. He must 
choose the least dangerous and the story of these 
eight fatal cases indicates that he should send his 
patient to the hospital at the first sign of bleeding 
without packing or even making a vaginal exami- 
nation. The cervix should never be forcibly dilated 
either in a home or in a hospital. Whether the 
patient should be treated by simple rupture of the 
membranes, by the insertion of a bag, by Braxton 
Hicks version or by Caesarian section is a question 
for the obstetrical specialist to decide. 
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The lives of some of these patients undoubtedly 
might have been saved by immediate hospitaliza- 
tion and by choosing a method of delivery other 
than dilatation of the cervix, version and imme- 
diate extraction. Fatal bleeding and fatal sepsis 
might have been avoided. 

144b. The number of deaths from separated pla- 
centa was unnecessarily large. The best method of 
management after separation has occurred is still 
a matter of dispute. Whether in this series the best 
methods were employed we cannot say but we can 
say most emphatically that the cause of separated 
placenta is usually toxaemia and that in over eighty 
percent of these cases the patients had totally inade- 
quate prenatal care. Adequate prenatal care would 
have reduced the number of deaths from this cause. 
Early hospitalization of cases of hypertension and 
albuminuria is essential. In some of the fatal cases 
in this series the patients themselves were at fault 
but in others the attending physicians were inex- 
cusably remiss both in failing to make an early 
diagnosis of toxaemia and in not appreciating the 
seriousness of the condition before the patient was 
dangerously ill from the toxaemia and hemorrhage 
which early treatment might have prevented. 

There were eighteen deaths from postpartum 
hemorrhage. Some of these were inevitable but 
others were due to mismanagement or neglect. Some 
of them followed difficult deliveries and the hem- 
orrhage was evidently due to deep laceration of the 
birth canal in an attempt to deliver the foetus 
through a cervix not yet fully dilated. Actual rup- 
ture of the uterus probably occurred more than 
once. The fundamental fault in these cases seems 
to have been the utter lack of appreciation on the 
part of the attending physician of the seriousness 
of all obstetrical operations and his rashness in 
undertaking an operation which he lacked the skill 
and experience to perform safely, sometimes in the 
home and under conditions which a more experi- 
enced obstetrician would have considered impos- 
sible. There were deaths from hemorrhage follow- 
ing spontaneous deliveries after the physician had 
left the house. That these patients would not have 
died had the physicians watched them more care- 
fully and had not hurried away immediately after 
the delivery we cannot say. The “doctor’s hour” of 
the old obstetrician was a wise precaution. The 
physician, like Caesar’s wife, should be above sus- 
picion and if he hurries away and his patient dies 
before he can be called back it certainly raises the 
suspicion of neglect. 
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145. Sepsis still ranks first in the official returns 
of causes of death. In the official rules for classifi- 
cation it takes precedence. There were thirty-seven 
deaths reported as due to sepsis after the seventh 
month. If we exclude the cases in which the sepsis 
was but an incident in the course of some other 
conditions, such as Caesarian section, appendicitis 
and toxaemia, it falls into second place in this series, 
While sepsis is frequently due to faulty aseptic 
technique in the conduct of labor, other causes are 
often operative ; lowered resistance due to poverty 
and malnutrition, the anemia resulting from tox- 
aemia and nephritis or hemorrhage ; trauma inflicted 
by bungling operative deliveries, many of them 
undertaken before nature had prepared the soft 
parts for safe delivery. Fifty-seven percent of these 
cases were operative deliveries. In some of these 
cases the indications for operative interference 
were, by the standard of conservative obstetrics, 
entirely inadequate. It is evident that it is not uni- 
versally appreciated that it is impossible to sterilize 
the birth canal and that the trauma of an operative 
delivery vastly increases the chances of infection. 
The morbidity following operative is by a conserva- 
tive estimate five times that following spontaneous 
deliveries. Unnecessary operative deliveries was 
one of the principle causes of these thirty-seven 
septic deaths. 


146. Toxaemia, including chronic nephritis and 
hypertension, was in this series the most frequent 
cause of death. Inadequate prenatal care was an 
outstanding factor in these cases. It is evident that 
many patients and many physicians are not yet 
convinced that careful supervision of pregnancy by 
a trained physician is necessary. Monthly urine 
examinations and blood pressure readings in the 
first months of pregnancy and weekly examinations 
in the latter months would have lead to early diag- 
nosis and treatment and reduced the large number 
of women who were in extremis before they had 
any intelligent care at all. The acute fulminating 
type of toxaemia which develops suddenly and 
without warning, is extremely rare. Many of the 
deaths from toxaemia in this series were avoidable. 
According to modern standards some of these cases, 
after they had developed serious symptoms, were 
very poorly treated. Forceful dilatation of the cer- 
vix with version and extraction of the foetus and 
forceps delivery before full dilatation of the cervix 
have been abandoned in all the leading obstetrical 
clinics, for these patients are peculiarly vulnerable 
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to the hemorrhage, shock or sepsis which frequently 
result from these procedures. Abandonment of 
these antiquated methods and adoption of the more 
modern method of controlling the toxaemia before 
delivering the patient would materially reduce the 
mortality from toxaemia. 

Conservatism in the management of labor is the 
key note of the modern treatment of these condi- 
tions. The medical induction of labor or induction 
by simple rupture of the membranes are the ac- 
cepted methods. Induction by bags is dangerous and 
is rarely or never indicated. Even though the patient 
may be profoundly toxic and having convulsions 
she should not be subjected to an operative delivery 
until the cervix is fully dilated and retracted and 
then only when it is evident that she will not deliver 
herself. In not a few of the deaths from this cause 
these cardinal principles were entirely ignored. 


147. Other toxaemias of pregnancy accounted 
for eight deaths. We were not able to draw any 
conclusions from this group. 


148. Puerperal phlegmasia alba dolens, embolism, 
sudden death (not specified as septic) were given 
as the cause of death in nineteen cases, most of them 
being cases of embolism for which no cause and 
therefore no prophylactic measures are known. 


149a. Twenty-four deaths followed Caesarian 
section and of these, sixteen were the result of the 
operation per se. The danger inherent in this opera- 
tion is evidently not fully appreciated by the profes- 
sion at large. In the best clinics the mortality rate 
averages around five percent but Plass has stated 
that, the country over, it is probably nearly ten 
percent. The indications for this dangerous opera- 
tion in some of the cases in this series were, in our 
opinion, very doubtful. Apparently the temptation 
to get out of a tedious or difficult situation by a 
rapid, easy and spectacular method of delivery was 
too great to be resisted. This operation is too fre- 
quently done ‘‘on order’ and without proper con- 
sultation, a physician inexperienced in obstetrics 
deciding upon the operation and calling an equally 
inexperienced surgeon to do the operation for him. 
It seems apparent that expert obstetrical advice 
would have prevented some of the deaths from this 
cause. 

149b. Other accidents of pregnancy accounted 
for sixteen deaths. They include shock following 
difficult deliveries, ruptured uterus (spontaneous, 
operative and following the administration of pitu- 
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itary extract), inversion of the uterus, retained pla- 
centa and post operative pneumonia. Some of these 
deaths occurred in the home and were the direct 
result of bungling obstetrical operations — a fact 
which brings into bold relief one of the outstanding 
factors which contribute to the toll of unnecessary 
maternal deaths—the total lack on the part of some 
members of the medical profession of an apprecia- 
tion of the seriousness of obstetrical operations. 
Men who would insist on having a surgical con- 
sultant and sending their patients to a hospital for 
a simple appendectomy, attempted high forceps or 
versions in the home and without consultation with 
an obstetrical specialist. They apparently had no 
conception of the fact that it requires wide experi- 
ence to determine the optimum time for operative 
intervention and the type of operation indicated or 
that specialized skill in performing major obstetri- 
cal operations is as essential as in any surgical 
specialty. Shock and hemorrhage, which may follow 
even the most skillfully conducted operative deliv- 
ery, can be effectively combated only in a hospital. 
To undertake in a home, without proper equipment 
or adequate assistance, an operation that may en- 
danger two lives is, to say the least, lacking in 
foresight. 


By the very nature of the subject, this has been 
a depressing report. By necessity it has been con- 
cerned with errors in judgment and mistakes in 
treatment, many of them excusable but, alas, too 
many of them inexcusable. It is on the inexcusable 
errors that stress has been laid. That the great 
majority of the members of the profession in this 
state, both obstetricians and general practitioners, 
give their patients good obstetrical care, is attested 
by the fact that in the year 1936 Rhode Island, 
based on the report of the United States Census 
Bureau, shared with New Jersey the honor of 
having the lowest maternal mortality rate of any of 
the states of the Union—4.0 per thousand live 
births. Based on the figures of the Rhode Island 
Bureau of Vital Statistics, the rate for 1937 was 
reduced to 3.4 per thousand live births. 

We cannot close this report without commending 
the physicians who signed the death returns on 
which this study is based. Almost without exception 
they were willing to discuss the deaths freely and 
frankly. This willingness to face facts augurs well 
for a still further reduction of our mortality rate 
which, this survey demonstrates, is possible. 
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MATERNAL DEATHS IN RHODE ISLAND 
1931-1935 INCLUSIVE 


140 Abortion with septic conditions 

141 Abortion without mention of septic conditions 
(to include hemorrhage)... 

142 Ectopic Gestation 

144a Placenta Praevia ........ 

144b Other Puerperal Hemorrhages pete ay tee Ss 

145 Puerperal sepsis and pyemia (not neiinenelin as 
due to abortion) ............ 

146 Puerperal albuminuria and eclampsia ... 

147 Other toxaemias of pregnancy ................ 

148 Puerperal phlegmasia alba dolens, “embolism 

sudden death, (not seiehianiai as ee? Le 
149a Caesarian Operation ..... bsitemesi 
149b Other accidents of childbirth........... 








Contributory 
Doubtful ...... 
Unclassified 
Non Obstetrical 


Total 


PAINFUL SHOULDER IN ASSOCIATION 
WITH CORONARY ARTERY DISEASE 
Currron B. Leecu, M.D. 


82 WATERMAN STREET, PROVIDENCE 


Although arthralgia and similar painful condi- 
tions of the extremities, often labelled as “rheuma- 
tic,” are commonly encountered in patients with 
heart disease, it required an unusual set of circum- 
stances to impress upon me the definite association 
between painful shoulders and coronary artery dis- 
ease. The circumstances were as follows: 

In January, 1937, a 53 year old railroad brake- 
man was seen with clear evidence of left ven- 
tricular failure, characterized by marked gallop 
rhythm, pulsus alternans, congestion in the pul- 
monic circuit and a clear history of sudden onset 
of marked substernal pain requiring morphine for 
relief in September, 1936. Previous to that time he 
had felt well and performed the laborious duties of 
a brakeman. The marked substernal pain occurred 
at a time when an accident induced considerable 
strain. Thereafter there was anginal pain on exer- 
tion, which usually radiated to the right arm. Dysp- 
nea and increasing fatigue caused the man to leave 
work in November but no prolonged bed rest or 
adequate treatment was obtained previous to Janu- 
ary. An electrocardiogram at that time seemed quite 


Read before the Rhode Island Medical Society at the 
One Hundred and Twenty-seventh Annual Meeting, 
Providence, June 1-2, 1938. 
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characteristic of a healing stage of anterior coro- 
nary artery occlusion. Following several weeks of 
bed rest and the usual therapy directed at left ven- 
tricular failure a more efficient circulation returned 
and the anginal syndrome diminished somewhat. A 
few days after being permitted to leave the bed he 
developed pain in the right shoulder and arm, prac- 
tically continuous, moderately severe, greatly aggra- 
vated by movement of the arm, especially extension 
and abduction, not effected by exertion which did 
not include use of the right arm and in general 
resembling the symptoms of subdeltoid bursitis. It 
was impossible for him to put on his coat without 
aid and there was weakness of the arm. This painful 
shoulder persisted until May 1937. During this 
period there had been anginal pain on exertion, 
relieved by nitroglycerin. Nitroglycerin did not 
affect the shoulder pain. X-ray study revealed no 
calcification in or around the shoulder or deltoid 
tendons. By May the anginal syndrome also had 
disappeared so that it was possible for the patient 
to undergo considerable exertion without dis- 
comfort and the electrocardiogram showed return 
toward normal. In connection with compensation 
which the man was claiming from the railroad, it 
was important to give a definite diagnosis in regard 
to the cause of the shoulder pain. 

In July, 1937, a man of 72 who, during the pre- 
vious winter, had been in the hospital under my care 
following undoubted coronary thrombosis and who 
developed the anginal syndrome, began to complain 
of slight pain in the right shoulder and severe pain 
in the left shoulder with limitation of motion espe- 
cially external rotation and abduction. He could not 
put on his coat and the weight of the bed clothes 
produced discomfort. An orthopedic consultant 
found no evidence of arthritis or bursitis. The pa- 
tient continued to have anginal pain on slight exer- 
tion and sometimes after eating, the pain usually 
aggravating the constant discomfort in the shoulder. 
Nitroglycerin relieved the anginal pain but not the 
shoulder pain. Some relief, but not complete, was 
obtained from salicylates. Theophylline-ethylendi- 
amine in large doses seemed to greatly reduce the 
tendency to anginal pain, and coincident with this 
there was great improvement in the shoulder. This 
medicine was continued and by December the an- 
ginal syndrome was so infrequent as to require 
nitroglycerin hardly more often than once a week 


and there was no longer limitation of motion of the 


left shoulder nor significant pain. 
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In August, 1937, a 65 year old laborer was 
referred to me by a physician who said the patient 
had a clear history of coronary thrombosis occur- 
ring 3 weeks previously, that while doing some 
work mixing mortar with a long-handled hoe there 
had been sudden, severe substernal pain with 
marked general collapse and evidence of peripheral 
circulatory failure. The patient had been in bed 
previous to my seeing him and his electrocardio- 
gram was typical of a healing stage of an occlusion 
of the anterior type. This patient did well and in 
mid-September was up and about but subject to 
anginal pain radiating to the right arm on exertion, 
especially walking, relieved by nitroglycerin. In 
October he first began to complain of pain in the 
right shoulder and arm with marked limitation of 
motion and inability to dress himself. He felt that 
there was little strength in the hand and arm. The 
pain was almost constant day and night, not relieved 
by nitroglycerin, not aggravated by motion except 
of the arm and shoulder itself. Physical examina- 
tion and x-ray examination of the painful area was 
negative. In the course of the next few months the 
anginal syndrome disappeared coincident with 
theophylline-ethylendiamine and other measures so 
that by mid-February there was practical absence 
of anginal pain on the same activities which had 
previously been accompanied by pain, and the 
shoulder seemed entirely well. 

In November, 1937, a 60 year old man was 
referred to me with a history of typical angina pec- 
toris, of 4 or 5 years duration, which had been 
markedly worse during the previous few weeks. 
Study at the time revealed no definite sign of coro- 
nary occlusion but considerable evidence of coro- 
nary artery insufficiency. Early in January, 1938, 
the anginal syndrome became much more prominent 
and was accompanied by pain in and limitation of 
motion of the right shoulder so that it was impos- 
sible for him to dress. He spent the next few weeks 
in bed with marked diminution in the anginal pain 
and with a gradual subsidence of the shoulder 
symptoms. In May, 1938, the patient was up and 
around with a mild anginal syndrome and no appre- 
ciable shoulder pain. 

Four patients with such remarkably similar con- 
ditions of painful shoulders associated with coro- 
nary artery disease, in one of whom it was necessary 
to make a decision as to the cause of the painful 
shoulder, lead to a consideration of the possible 
causal relationship of the two conditions. Although 
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earlier patients with somewhat similar complaints 
could be recalled it was a surprise to find in the 
literature several articles concerned with this asso- 
ciation. The general opinion seemed to be that the 
association is too frequent to be accidental. The 
majority of the patients had pain in the left shoul- 
der and anginal pain referred to the left arm. Three 
of my patients had pain in the shoulder to which the 
anginal radiation was referred, in two of them the 
right shoulder, in the fourth the anginal pain was 
substernal only. Boas and Levy state that “the 
development of shoulder pain within a week or two 
after an atypical attack of upper abdominal or chest 
pain, the diagnosis of which is in doubt, may give 
the first clue that a cardiac infarction was the cause 
of the attack.” The same authors believe that 
there are patients in whom the shoulder pain may 
antedate or follow coronary occlusion by many 
weeks or months or even by years. 

Shoulder pain is uncommon in forms of heart 
disease other than that due to sclerosis or occlusion 
of the coronary arteries. It is not difficult to distin- 
guish the shoudler pain from that of agina pectoris. 
The anginal pain is usually relieved by nitroglycerin 
while the shoulder pain continues even though it 
may have been intensified during the anginal attack. 
The shoulder pain is not aggravated by exercise 
such as walking but there is marked limitation of 
movement of the arm; neither the shoulder nor arm 
tolerate weight bearing. In my four patients the 
shoulder difficulty disappeared as general improve- 
ment in the cardiac condition came about ; appar- 
ently as the coronary blood supply improved the 
shoulder disability improved also. Diathermy and 
salicylates gave but little relief. 

Boas and Levy report that pressure on the homo- 
lateral brachial plexus, advocated by Libman, at 
times brings about instant relief of the entire shoul- 
der disability. I have had no experience with this 
procedure. 

A number of observers have attempted to explain 
the mechanism of this type of shoulder pain. Several 
authors have discussed a relationship between 
brachial neuralgia and angina pectoris. Such asso- 
ciations as herpes zoster and localized sweating in 
the area corresponding to the distribution of anginal 
pain have been described. I have two patients whose 
most severe anginal attacks are accompanied by 
sudden swelling of the tissues of the arm to which 
the pain radiates, with disappearance when the pain 
ceases, apparently a form of angio-neurotic edema 
initiated by the anginal pain. It seems probable that 
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afferent pain impulses from the heart produce a 
sensitization of the brachial plexus, and rather 
unlikely that there is an actual affection of the 
shoulder. Sensitization of remote neurones by sen- 
sory stimuli from the heart seems to be an accepted 
theory. 

In 1911 Sir James Mackenzie reported a patient 
with angina pectoris in whom the pain radiated to 
the jaws and was “worst opposite two decayed and 
tender teeth, one in either jaw.” In the same paper 
Mackenzie wrote “It is to be noted that the situa- 
tions in which the pain was felt were those supplied 
by nerves whose central ends are in close associa- 
tion with the cardiac nerves—a hyperalgesia of the 
tissues of the external body wall is in all probability 
due to an irritable focus in the central nervous sys- 
tem at the origin of the nerves whose peripheral 
ends are hyperalgesic.” Others have reported such 
associations as the radiation of anginal pain to dis- 
eased appendices, pathologic gall bladders, to the 
region of a kidney which contained a renal calculus, 
and to the epigastrium in patients with peptic ulcer. 

That the site and radiation of anginal pain may be 
affected by extra-cardiac lesions, such as those men- 
tioned, is well recognized and there may be a some- 
what similar reciprocal relation between shoulder 
pain and coronary artery disease; if so, the under- 
lying condition in the shoulder girdle remains 
difficult to detect. 

If the shoulder pain is due to some sort of reflex 
stimulation it seems logical to consider it as much 
a part of the cardiac picture as the angina pectoris 
itself and logical to judge by its disappearance 
something as to the improvement in the myocardial 
blood supply. 

Whatever the true mechanism may be it seems 
that there is a disability of the shoulder accom- 
panied by pain and limitation of motion often asso- 
ciated with coronary artery disease; chiefly the 
shoulder involved is the one on the side to which 
the anginal pain is or has been referred. The condi- 
tion improves as the blood supply in the coronaries 
improves. In the absence of other definite causes 
for such disabilities of the shoulder and arm, coro- 
nary artery disease should be suspected and 
searched for by the usual methods. 


REFERENCES 


Boas, E. P., and Levy, H.: American Heart Journal, 
14, 5, 540, 1937. 

Mackenzie, J.: A Case of Angina Pectoris Associated 
with Great Excitability of the Vaso-constrictor Mecha- 
nism. Heart, 2, 265, 1911. 





RHODE ISLAND MEDICAL JOURNAL 





July, 1938 





RHODE ISLAND MEDICAL SOCIETY 


Report of the Treasurer 


RECEIPTS 

Cash on Hand January 1, 1937................... $1,047.45 
PERRET eee de Ao aR eee 4,535.00 
a ht 673.38 
RRL AO A ITN D RRR UTD 322.88 
I chic os rw atten 76.80 
nn” RR MAREN CTC 71.20 
HERES RESIN RE atte ROIS ere 74.00 
NI i es 25.80 

Endowment Fund interest transferred 
to Peoples Savings Bank ...0.0..0.0..0.0.00.000 92.40 
Exhibits, Annual Meeting, Donations...... 535.00 
$7,453.91 


EXPENDITURES 
Collation and Annual Dinner Expenses... $ 693.00 
Expenses of Secretary 





(Secretary SCrvice, CCC.) ccerccesscsssccssssessees 82.64 
Prhatesg end Poa... 187.16 
NN cco AEE ASN AE ERO 45.84 
ESET a OE OEE 94.52 
EERE RISA ONC Eo Sak ee EE 526.25 
Macias cscisRicecaeicaitieiagphicanacpiniadod 87.74 
I issih rcinrlbuenacinssinonmanten 16.69 
House Supplies and Expense....................... 279.78 
ch ney Sie ic cesinidieenoniontec 131.00 
EEE OTT CTR 1,660.00 
NN eigen RE MOET 720.00 
Journals, Ely and Terry Funds.................. 55.65 
NS POLES TORRONE ALATA, 6.60 
I I iii iicdeceseidesirrnrenpieiins 25.00 
Dues, Medical Library Association.......... 10.00 

100.00 


Delegate, American Medical Association 
Semin TRU nics ccstinccsssoens 152.25 











Exhibits, Expenses 115.00 
Endowment Fund interest transferred 
to Peoples Savings Bank .....00....0.0.00.... 92.40 
I a ae ca 121.95 
EES LOOT auadieciace 252.46 
Installing new main Electrical Service... 253.50 
$5,709.43 
Cash on Hand to Balance... 1,744.48 
$7,453.91 


Respectfully submitted, 


Jesse E. Mowry, M.D., Treasurer. 
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In Italy, a uniform scale of medical fees has been 
established by the government. In our own country, 
certain medical fees, as in compensation cases, are 
so regulated but in general the scale of medical fees 
depends upon the spirit of fairness among physi- 
cians cooperating with an appreciative clientele. 
The two editorials which follow indicate that this 
subject still vexes some members of our editorial 
board. 





MEDICAL FEES 


When Roger Williams founded Providence he 
was welcomed by the Indians, who shared their food 
with him and sold him their land for a nominal sum. 
Williams stated that he had purchased the land 
from the natives, “‘partiy by the favors which had 
long before obtained at his cost and hazard, and 
partly with his own monies.” He later purchased 
Aquidneck and other islands from the Indians for 
forty fathoms of white beads. As he said in 1658, 
“It was not price or money that could have pur- 
chased Rhode Island. Rhode Island was purchased 
by love.” He told Governor Winthrop after the 
purchase of Aquidneck and Prudence that neither 
of them was bought properly, for strangers could 
not have bought either for a thousand fathoms. 
“The truth is, not a penny was demanded for either, 
and what is paid was only gratuity, though I choose 
for better assurance and form to call it sale.” 

Now after nearly two hundred years we find 
patients paying physicians almost as Roger Williams 
paid for Rhode Island. In some parts of the State 
they have become used to paying the physician 
seventy-five cents or a dollar for an office fee, 
including a bottle of medicine. Why not pay us 
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with love or beads? The Indians were satisfied. 
Now physicians must accept these inadequate fees 
because a few of our profession are willing to 
underbid and offer their services at these figures — 
services for which only fifty cents may be an 
overcharge. 

Patients go to chiropractors and osteopaths and 
pay more for treatments than some men of the 
regular school are asking. Physicians who believe 
that they fortify their positions with patients by 
charging low fees and criticising men who charge 
more are deceiving themselves. A patient who paid 
$50 for a nasal operation asked the writer if he 
thought the specialist took sufficient interest to do 
good work since he charged such a small fee. 

The fault lies not with patients but with some 
physicians. Those physicians who attempt to build 
themselves up by underbidding the generally ac- 
cepted fees are not only damaging themselves but 
the medical profession at large. If they are allowed 
to cling to such fees it is a confession that the pro- 
fession is at a low ebb of efficiency. 

In some localities ridiculous fees are asked by a 
few physicians who insist or retaining them: an 
office visit at a dollar or less a Colles’ fracture for 
$15.00; appendectomy, $30; tonsillectomy, $15; 
obstetric delivery, $25, including prenatal care; a 
night call for $2.50. In many instances health cer- 
tificates are issued to food handlers for fifty cents, 
without an examination. At these fees it is impossi- 
ble to give the patient ample time for proper treat- 
ment. Those who are trying to do conscientious 
work and who are willing to re-invest a reasonable 
part of their incomes in new equipment are the ones, 
besides the patient, who suffer from such an 
arrangement. It would seem that the County or 
State Medical Society should step in and prevent 
these unfair medical practices. They might establish 
a minimum fee to cover the State. 





Care of the sick is an essential service which 
physicians are bound to deliver whether they are 
paid or not. The poor may lack for food and shelter 
but no reputable physician refuses to give them 
medical care. Our great hospitals are organized for 
this primary purpose; to enable the medical pro- 
fession to do charity work efficiently. Originally 
few in number and limited in capacity this work 
has extended until we now have 6,128 hospitals with 
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a capacity of 1,124,548. The ratio of free to pay 
patients has increased steadily. Medical fees have 
increased but not nearly in the same proportion. 


If all the physicians in Rhode Island should) 


double their fees the number of patients who were 
able to pay the increased expense would be reduced 
much more than a half. The amount received by the 
entire profession would be reduced. A few phy- 
sicians would find their income increased but the 
income of the majority would be diminished. The 
number of charity patients would be more than 
doubled. If, on the other hand, all medical fees 
were reduced by one half the number of pay patients 
would be increased in geometrical ratio. The num- 
ber of charity patients would steadily diminish. 
The amount received by the profession would be 
increased and would be more equally distributed. 

Among the most evident causes of the present 
financial depression, the determination of a large 
proportion of our population to do less work for 
more money is prominent. Many members of the 
medical profession have embraced this determina- 
tion. It is notable that business which has sought 
to give better service for a smaller profit is surviving 
the depression while firms that have tried to balance 
a diminished volume of business by higher prices 
have failed and their property been razed for park- 
ing lots. As a means of self preservation for the 
Rhode Island Medical profession, we recommend 
the slogan * * More work for less money. 





FIRST IN HEALTH CONSERVATION 


Providence was in the limelight at the Annual 
Convention of the United States Chamber of Com- 
merce held in Washington in May, in connection 
with the two Inter-chamber Contests. Besides being 
in the honor class for Fire Prevention, Providence 
was tied with Louisville for first honor in the 
Health Conservation Contest in its population class. 
With the active cooperation of Dr. Michael J. 
Nestor, Providence Superintendent of Health, a 
complete exhibit of all health activities for 1937 was 
submitted to the judges of the contest. It included 
reports for the Health Department, hospitals, clin- 
ics, and many charitable and medical organizations 
in the city. Dr. Nestor went to Washington to per- 
sonally receive the silver plaque won by Providence. 
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RHODE ISLAND MEDICAL SOCIETY 


Minutes of the One Hundred and Twenty-seventh 
Annual Sessions 


Meeting of the Council 


The annual meeting of the Council of the Rhode 
Island Medical Society was called to order by the 
President, Dr. Walter C. Rocheleau, at 4:15 P. M., 
May 19, 1938. Present were: Doctors Rocheleau, 
Mowry, Gauthier, Hammond, Partridge, Champ- 
lin, Arthur T. Jones, Brackett, Miller, Holt, John 
P. Jones, George S. Mathews, Fulton, Charles F. 
Gormly, and Wells. 

The Secretary read the minutes of the previous 
meeting of the Council, and same were approved as 
read. Dr. Mowry read the treasurer’s report and 
on motion of Dr. Hammond, seconded by Dr. 
Arthur T. Jones, the report was accepted and placed 
on file. Dr. Jones moved that reading of the invest- 
ment list be omitted, and upon being seconded by 
Dr. Partridge the motion was passed. 

Dr. Mowry moved that the following doctors be 
placed on the retired list: Dr. R. Morton Smith, 
Dr. Richard F, Boucher, and same being duly sec- 
onded the motion was passed. 

It was moved, seconded and passed that Dr. 
Francis H. Coone’s resignation be accepted, and 
that the Treasurer be instructed to invite Dr. Coone 
to the annual meeting of 1938. It was moved, sec- 
onded and passed that Dr. Philip Solomon’s resig- 
nation be accepted and that he be exempted from 
dues for the ensuing year. Also, Dr. Frederic J. 
Farnell’s resignation was accepted. 

Dr. Mowry then read letters from Dr. Virgilio 
Bertone. Dr. Bertone had applied for reinstatement 
in the Rhode Island Medical Society. Dr. Mowry 
had replied that it would be necessary to pay two 
years’ back dues and also the dues for 1938 before 
Dr. Bertone could be reinstated. Dr. Bertone de- 
clined, stating that he believed he had notified the 
Secretary of the Rhode Island Medical Society of 
his intention of being out of this country at the 
time in question. Dr. Bertone considered the letter 
evidence of his resignation. He felt paying two 
years’ back dues would be in the nature of a penalty. 
It was moved, seconded and passed that Dr. Mowry 
be instructed to write Dr. Bertone to the effect that 
the Council had considered his letters and felt he 
should pay two years’ back dues and the year of 
1938 before reinstatement could be made. 





July, 1938 


Dr. Miller then read his report on the cost of the 
annual dinner. It was discussed by Doctors 
Gormly, Mowry, Champlin and Miller. It was 
moved, seconded and passed that the report be 
accepted, that no action should be taken this year, 
and that the Committee continue its studies and 
report. 

Dr. Mowry gave a brief report concerning the 
request of the Providence Medical Association for 
permission to refinish an alcove adjoining the audi- 
torium for office use at the expense of the Provi- 
dence Medical Association. The Board of Trustees 
of the Medical Library Building had granted the 
request. 

It was moved, seconded and passed that Dr. 
DeWolf bring before the House of Delegates the 
matter of a December scientific meeting in addition 
to the June Annual Meeting. 

The meeting was then adjourned. 

Respectfully submitted, 


Guy W. WELLs, M.D., 
Secretary. 





Meeting of the House of Delegates 


The House of Delegates of the Rhode Island 
Medical Society was called to order by the Pres- 
ident, Dr. Walter C. Rocheleau at 5:30 P. M., 
Thursday, May 19, 1938, at the Medical Library. 

Dr. Roland Hammond read the report of the 
nominating committee. Dr. Mowry moved that the 
report be accepted, and being seconded by Dr. John 
A. Walsh, it was so voted. 

Dr. Halsey DeWolf moved that the individuals 
nominated by the nominating committee for officers 
and committees be elected. Seconded by Dr. 
Mowry, the motion was passed. 

The Secretary then read the minutes of the Coun- 
cil Meeting held just prior to the meeting of the 
House of Delegates. It was moved, seconded and 
passed that the report be accepted. 

Dr. Mowry read the Treasurer’s report. Dr. 
DeWolf moved that it be accepted, and upon being 
seconded by Dr. Alex. M. Burgess, it was passed. 

The Secretary’s annual report was accepted by 
the House of Delegates. 

Doctors DeWolf, Gormly, Miller, and Burgess 
discussed the advisability of a scientific meeting in 
December in addition to the one in June. It was 
felt that such a meeting had its place and would be 
of definite value in stimulating further interest in 
the State Society. The new President was in- 
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structed by the House of Delegates to hold a De- 
cember meeting for scientific purposes. 

Dr. Rocheleau gave a brief review of the pro- 
gram for June Ist and 2nd, 1938, and reported that 
the programs were to be mailed the following day. 

Committee on Arrangements—The Secretary 
gave an oral report that the banquet would be held 
at the Ponham Club, Thursday, June 2nd, at 7 P. M. 

Committee on Legislation— Dr. Herbert E. 
Harris read the report and it was accepted and 
placed on file. 

Publication Committee—Dr. Lucius C. Kingman 
reported for this committee ; Committee on Educa- 
tion—Dr. George L. Young reported ; Committee 
on Necrology—Dr. Herman L. Emidy reported ; 
Board of Trustees of the Library Building, Dr. 
Charles H. Holt reported. All of these reports 
were accepted and placed on file. 

Dr. Herman C. Pitts reported for the Cancer 
Committee; Dr. Charles F. Gormly for the Com- 
mittee on Emergency Medical Relief ; Dr. Charles 
L. Farrell for the Committee on Health Clinic In- 
vestigation ; Dr. Charles Bradley for the Publicity 
Committee, and Dr. Charles O. Cooke for the Com- 
mittee on Annual Clinics. These reports were ac- 
cepted and ordered placed on file. 

Because the Survey of Maternal Obstetrical 
Deaths is to be given at the general session, Dr. 
Edward S. Brackett gave only a brief oral report. 

The Committees on Economics, Medical Care, 
Advisory Workmen’s Compensation, Defense, and 
Annual Exhibits did not report. 

Dr. Rocheleau then reported a new committee 
called the Grievance Committee: Dr. Frederic V. 
Hussey, Chairman, Dr. Halsey DeWolf, Dr. 
Charles S. Christie, Dr. John Champlin, Dr. Thad- 
deus A. Krolicki, Dr. Henri E. Gauthier, Dr. 
Norman M. MacLeod. 

The Secretary then read resolutions of the Paw- 
tucket Memorial Hospital Staff and the Providence 
Lying-In Hospital Staff relating to Hospital Insur- 
ance plan. The resolutions provided that any such 
plan should first be approved by the Rhode Island 
Medical Society, that it be not changed without the 
consent of the Rhode Island Medical Society and 
that the plan in no way deal with medical treatment, 
and were adopted. 

A resolution from the Providence Medical Asso- 
ciation, relative to the distribution of pneumonia 
sera free of charge to indigent patients, by the State 
Health Authorities, was adopted. 
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A resolution by the Providence Medical Associa- 
tion supporting House resolution No. 352, and 
Senate resolution No. 194 of our National Con- 
gress, relating to regulation of foods and drugs, 
was presented and adopted. 

A resolution urging our National Congress to 
pass Bills S-3919 and H. R. 10455, authorizing the 
building of an Army Medical Library Building, was 
adopted. 









Respectfully submitted, 


Guy W. WEL ts, M.D., 
Secretary. 
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GEORGE E. REYNOLDS, M.D. 





Dr. George E. Reynolds died suddenly of angina 
pectoris and coronary arterial disease at his home, 
217 Elmwood Avenue, June 6th, 1937, in his 56th 
year. He was born in Adams, Massachusetts, on 
April 9th, 1882. He attended the public schools of 
Pittsfield and was graduated from its high school in 
1902. In the fall of 1902 he matriculated at the 
Jefferson Medical School. At the end of his second 
vear he took up his studies at Georgetown Medical 
School, Washington, D. C., where he received his 
degree of Doctor of Medicine two years later, 1906. 

Returning to Pittsfield, he associated himself 
with Dr. C. N. Richardson, the chief surgeon of the 
House of Mercy Hospital, under whose guidance 
and training he received his preliminary schooling 
in surgery. He remained with Dr. Richardson until 
1910. He enjoyed an extensive practice during the 
period of fourteen years that he lived in Pittsfield, 
holding the position of surgeon to many of the large 
industries in the Berkshire area. 

During the World War, Dr. Reynolds was com- 
missioned a First Lieutenant in the Medical Corps, 
U.S. A. 

In 1920 he came to Providence and opened an 
office on Elmwood Avenue. For the most part he 
confined his practice to surgery, and within a short 
time of his change of residence to Providence he 
was appointed a member of the courtesy staff of 
St. Joseph’s Hospital, where he was recognized as 
a very capable surgeon. In more recent years he 
held the position of consulting surgeon at the same 
institution. 

In the election of 1928 he ran as a candidate-at- 
large for School Committee and won by an over- 
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whelming majority. As a member of this committee 
he performed valuable civic service for this com- 
munity and fought unceasingly to keep the Provi- 
dence schools unsurpassed in the country. 

He is survived by his wife, Mary Francis 
(Coyle) Reynolds, a graduate of Smith College; 
one son, George E., Jr., and four daughters, Eliz- 
abeth, Mary, Ann, and Joan. 

Dr. Reynolds was truly a home man. He loved 
his children dearly and took an active interest and 
keen delight in their pleasures and watched affec- 
tionately their progress and advancement. The loss 
of their father at their tender age will be greatly 
felt by them. His charm and geniality won him 
friends everywhere, political and _ professional. 
Through his activities in the city government in 
behalf of the school teachers of Providence, to 
whom his loyalty and devotion were extended with- 
out discrimination, he will be respectfully mourned. 
WituiAM Hinpte, M.D. 


Joun P. Cooney, M.D. 





Rhode Island Hospital 
SCHEDULE FOR JULY, 1938 


Monpays: 
Holiday, July 4 
Surgical Grand Rounds, 10:00 A. M. 
I Surg. Grand Rounds, July 18 
II Surg. Grand Rounds, July 11, 25 
Thoracic Clinic, 4:30 P. M. 
TUESDAYS: 
Gastro-Intestinal Clinic, 9:30 A. M. 
Surgical Grand Rounds, 10:00 A. M. 
II Surg. Grand Rounds, July 5, 19 
I Surg. Grand Rounds, July 12, 26 


WEDNESDAYS: 
Tumor Clinic, 10:00 A. M. 


THURSDAYS: 
Orthopedic Grand Rounds, 9:00 A. M. 
Thoracic Clinic, 11:30 A. M. 


FRIDAYS: 
Fracture Grand Rounds, 11:00 A. M. 
Pediatric Grand Rounds, July 1, 15, 29 
G. U. Staff Meeting, 7:30 P. M., July 1 
Surg. Staff Meeting, 8:30 P. M., July 1 


SATURDAYS: 
Neurological Grand Rounds, 9 :00 A. M. 
Medical Conference, 10:00 A. M. 
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